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332% SHORT INTERPREGNANCY INTERVAL

Category Priority Referral
PREGNANT WOMEN 1 -
BREASTFEEDING WOMEN 1 -
NON-BREASTFEEDING WOMEN 6 -

Short Interpregnancy Interval, formerly known as Closely Spaced Pregnancies,
is defined as an interpregnancy interval (IPI) of less than 18 months from the
date of a live birth to the conception of the subsequent pregnancy for:

Pregnant women - current pregnancy
Breastfeeding/non-breastfeeding women - most recent pregnancy

Note: The evidence-based information supporting this criterion is specific to live
births and did not include women who had miscarriages or stillbirths. Thus, the
definition for this criterion is specific only to women who experienced live births.
Women whose pregnancies did not result in a live birth may be assigned, as
appropriate, risk 321 History of Spontaneous Abortion, Fetal or Neonatal Loss.

EDC
Previous pregnancy end date

Adverse maternal and infant health outcomes have been associated with short
Interpregnancy Intervals (IPIs). While there is no standard definition for short IPI,
and IPI less than 18 months has been associated with increased risk for adverse
outcomes (1, 2). An interval of 18 to 24 months has been associated with the
lowest relative risk (2). Evidence associated with the lowest relative risk for an
IPI following a miscarriage or abortion is still unclear (see Clarification Section for
more information) therefore only health effects associated with a short IPI
following a live birth were reviewed for this criterion.

Historically, the World Health Organization (WHO) and other international
authorities had recommended at least 2-3 years between pregnancies and the
United States Agency for International Development (USAID) had suggested an
interval of 3-5 years. Given the inconsistency, various counties and regional
programs requested the WHO to further review the research and provide
recommendations. As a result, the report from the 2005 WHO Technical
Consultation and Scientific Review of Birth Spacing recommended an interval of
at least 24 months after a live birth to reduce the risk of adverse maternal,
perinatal, and infant outcomes (3). A more recent review of data suggests that
there are increased risks for adverse perinatal and maternal outcomes with an
IPI less than 18 months (1, 2, 4) and increased risks for perinatal (1, 4) and
maternal (4, 5, 6) outcomes longer than 59 months while 18-24 months was
associated with the lowest relative risk (2). Parallel to recent findings, Healthy
People 202 has proposed a 10% improvement in reducing the proportion of
pregnancies conceived within 18 months of a previous birth (7).

Outcomes associated with short IPI have included maternal complications such
as uterine rupture in women attempting a vaginal birth after a previous cesarean
delivery (also referred to as VBAC) (8, 9); and perinatal and neonatal
complications such as preterm birth (1, 2, 10), low birth weight (1, 2), small for
gestational age (1, 2), birth defects (11), and autism (12, 13).




Short IPI has been identified as a risk for increasing uterine rupture in women
attempting a VBAC delivery (8, 9, 14). Yet when comparing short interpregnancy
interval to labor type — induced labor and spontaneous, there was a decrease
rate in VABC success in women who were induced, and no difference with
spontaneous labor (15). Given the lack of a specific IPI recommendation for
women with a previous cesarean delivery and the inconsistencies in study
designs there appears to be no specific guidelines for interval length after a
cesarean delivery (16). The short interpregnancy interval definition cut-off of 18
months, however, appears to be inclusive of women who delivered by cesarean
with their previous pregnancy.

Factors contributing to adverse outcomes and short IPl remain controversial. It
was thought that socioeconomic factors contributed to adverse outcomes.
However, when controlled for possible cofounders, short IPI remained an
independent risk factor (1, 2). Nutrition-related hypothetical causal mechanisms
have been proposed to explain the effects short IPIs have on health, yet
research remains inconclusive (4). The Maternal Depletion Syndrome
hypothesized that mothers who have a short IPI often do not have adequate time
to replenish macro- and micro-nutrients which may lead to the mother and fetus
competing for nutrients (17). However, a recent systematic review of the
literature found no evidence to support this hypothesis (4). Studies to support the
folate depletion theory have had differing results (11, 18). When folate intake is
inadequate, concentrations begin to decrease in the fifth month of pregnancy
and for several weeks after birth (19). Women who did not take folic acid
supplementation during pregnancy, compared to women who did, were at
greater risk of fetal growth restriction with a short (less than six months) IPI and,
this risk was found to decrease as IPI increased (18). Or interest, a retrospective
Canadian study of 46,243 women found an association between IPI (less than
six months) and folate-independent anomalies, however not for folate-dependent
anomalies such as neural tube defects, cleft lip and palate, and cardiovascular
defects (11). In addition, the association between short IPl and anemia was
found inconclusive (2).

Implications for WIC Nutrition Service

Findings from a small pilot study found coordination of primary health care and
social support services reduced adverse pregnancy outcomes and the average
number of pregnancies conceived within 18 months among low-income African
American who previously delivered a very low birth weight baby (20). Results
from a 2007 U.S. survey found that among women of childbearing age, those
aged 18-24 years were the least aware of the need for folic acid prior to
pregnancy and least likely to report daily use of supplements containing folic
acid. Of equal concern, only 17% of women aged 18-24 years were likely to hear
about folic acid from their healthcare provider (21).

Initiations of healthcare referrals for family planning, early prenatal care, and folic
acid supplementation have the potential to improve health outcomes for women,
infants, and children. Given that half of all pregnancies nationwide are
unintended (22), WIC can help to reduce the risk of adverse pregnancy
outcomes bhy:

e Encouraging postpartum women and their partner to meet with their
healthcare provider to discuss developing a reproductive plan and birth
spacing, as appropriate.
http://www.cdc.gov/preconception/documents/riphealthproviders.pdf



http://www.cdc.gov/preconception/documents/rlphealthproviders.pdf
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e Encouraging folic acid supplementation.
http://www.cdc.gov/features/folicacidbenefits/

e Encouraging healthful eating patterns consistent with the Dietary
Guidelines for Americans.
http://www.cnpp.usda.gov/DietaryGuidelines

Clarification

Study results for an optimal IPI following a termination or miscarriage have been
inconsistent (3, 10, 23, 24). The WHO Technical Consultation on Birth Spacing
Report recommended a minimum interval of at least six months between a
miscarriage or induced abortion and the next pregnancy. This recommendation
was based on a large retrospective cross-sectional study, a review of 258,108
hospital records from several Latin American countries between 1985-2002, that
found women whose previous pregnancy resulted in a spontaneous or induced
abortion and had an IPI shorter than 6 months had an increased risk for adverse
maternal and perinatal outcomes (21). Given several limitations in the study the
WHO cautioned against generalizing the results to other regions or even within
the Latin American region since service operations and conditions may differ
from the study sample (3). However, more recently a review of approximately a
million California births found a decreased risk for preterm birth for women with
an IPI of less than six months after a terminated pregnancy (10). An overview of
the research found that there may be little benefit from delaying pregnancy after
an uncomplicated miscarriage, and to that end pregnancy spacing
recommendations following a miscarriage should be individually tailored to the
person (25).
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